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If the conditions shown by the present study are typical of those existing elsewhere in Great Britain it must be concluded that the burden of illness and disability in the elderly will exhaust any conventional system of domiciliary and hospital care. More hospital beds, home helps, and district nurses are certainly required, but this is not enough. New ways of dealing with the problems of ill old people6-8 must be more widely introduced so that troubles are caught earlier and at least in some cases preventive and pre-emptive treatment is applied. If this is to be well done great improvements are required in the education of medical students and graduates in the diseases of old age and their management; more research opportunities must be created in the fields of dementia, incontinence, balance and gait disturbances, and medical care; and the status and conditions of work of departments of geriatric medicine must be enhanced so that more physicians of high calibre are attracted to this rewarding branch of the profession.
The prolonged survival of many severely disabled and ill people into advanced old age is a new phenomenon in our society and has created unprecedented strain on our family and social system. The terminology and thinking of a previous period with entirely different circumstances must be discarded if the solution to our difficulties is to be found.
Problems of the Newvborn
Some Congenital Malformations Necessitating Emergency Operations in the Newborn Period P. P. RICKHAM British Medical _rourna., 1971, 4, [286] [287] [288] [289] [290] The number of infants bom with congenital malformations requiring emergency surgery during the newborn period is small-about 2 per 1,000 live births. The cost of treatment of these infants is high, since it necessitates a team of highly specialized and skilled medical and nursing personnel, as well as a great deal of special equipment. Unless these neonates are collected in a few widely separated special centres, doctors and nurses working in neonatal surgical units will not get enough experience in the management of these difficult conditions and will be unable to obtain consistently satisfactory results. By and large this principle has been accepted in Britain.
For the general practitioner who delivers an infant with a congenital malformation requiring urgent surgery there are three immediate problems to be solved: diagnosis of the condition, initial management, and management during transport, often over considerable distances. A fourth problem, which is Liverpool Regional Neonatal Surgical Centre, Liverpool L12 2AP P. P. RICKHAM, M.S., F.R.C.S., Senior Surgeon at least as important as the first three, is the support and advice the practitioner has to give to the family of such an infant.
In this article common malformations except meningomyelocele and hydrocephalus will be considered; a separate article will deal with these two.
Diagnosis
Broadly speaking, most malformations requiring emergency surgery during the newborn period are malformations of the alimentary and respiratory tracts, though a few grave genitourinary malformations have also to be considered. In the diagnosis of the condition the presenting signs and symptoms are all important and will be discussed in some detail.
VISIBLE DEFORMITIES
The diagnosis is usually obvious, and it is mainly the evaluation of the degree of deformity which must be discussed here.
In these conditions the small and underslung lower jaw gives the child a characteristic expression (Fig. 1) . The immediate danger is suffocation, as the tongue tends to fall back into the pharynx, obstructing respiration. This complication is 287 malformation the defect will be narrow and only a knuckle or two of intestine may protrude (Fig. 2) . In the major variety most of the intestine, stomach, liver, and spleen may be present in the sac (Fig. 3) should be confirmed by radiography of the chest with the oesophageal rubber catheter in situ (Fig. 6 ).
Diaphragmatic Hernia
There is a congenital defect usually on the left side of the diaphragm. Intestinal loops are sucked into the pleural cavity preventing expansion of the ipsilateral lung. The heart and mediastinum are displaced to the opposite side and the contralateral lung is compressed. The child will suffer from severe respiratory distress from birth, which becomes worse when he is fed. The abdomen will be scaphoid, while the mediastinum and heart are grossly displaced and on auscultation over the affected side of the chest bowel sounds will be heard. The diagnosis is confirmed by radiography of the chest (Fig. 7) . Ths is the other common presenting sign of neonatal intestinal obstruction. If the obstruction is high up in the intestinal tract -as, for instance, in the duodenum-there will be only minimal distension, and a slight fullness in the epigastric region. In low intestinal obstruction, however, the small intestine proximal to the block will dilate and fill with intestinal contents and swallowed air. As the newborn infant has relatively weak abdominal muscles, abdominal distension is often extreme, the abdominal skin being tense and shiny (Fig. 8 This is best accomplished by passing a thin, soft rubber urethral catheter through one nostril into the stomach, strapping the catheter to the nostril, and aspirating the stomach with the aid of a 10 ml syringe at 5-to 10-minute intervals. In infants even extreme abdominal distension due to low intestinal obstruction can be relieved by efficient gastric aspiration.
SPECIAL MEASURES
Infants with micrognathia should be nursed in the semi-prone or full prone position to allow the jaw and tongue to fall forward. The sac of an exomphalos should be dressed with wet sterile gauze and the dressings should be repeatedly moistened using sterile water, saline, or Hibitane (chlorhexidine gluconate) solution. In bilateral posterior choanal atresia the infant's mouth must be kept open. This is best done with an airway of appropriate size. If this is not available the mouth can be kept open simply by wedging the corner of a gauze swab between the jaws at the angle of the mouth.
Management during Transport
Because of the necessity to concentrate treatment of these urgent surgical malformations in a few centres these infants will often travel over long distances. Fortunately (with one exception) they travel well provided certain precautions are taken.
A doctor or experienced nurse must accompany the infant and watch him continuously. In cases with intestinal obstruction the gastric tube has to be aspirated at frequent intervals. All infants are nursed lying flat and on their side and the mouth and pharynx are aspirated at intervals and at any time when there is the slightest indication of respiratory distress. Heat loss is guarded against by transporting the infant, wrapped in blankets, in a carrycot. Covering the blankets by wrapping thin aluminium foil around them further protect-s against heat loss by radiation. Ideally the infant should be transported in a portable incubator heated by the ambulance's battery in an ambient temperature of between 30 and 350C, a high humidity and, if necessary, in an oxygen-enriched atmosphere. These portable incubators allow for close observation of the infant during transport and are now available at most large maternity hospitals.
The one type of malformation that is associated with difficulties during travel is diaphragmatic hernia. Here a rubber tube has to be passed into the stomach and aspirated repeatedly to prevent distension of the stomach and intestine. An endotracheal tube must be passed and positive pressure respiration instituted. As it is extraordinarily easy to burst some of the alveoli with positive pressure respiration, and thus cause a tension pneumothorax, an experienced anaesthetist should always accompany the child. Sterile hollow needles and syringes should be at hand. Sudden deterioration of the infant's condition is often due to the development of a tension pneumothorax on the unaffected side, which can be relieved by aspirating the pleural cavity through the anterior end of the second intercostal space.
Advice to the Family The general practitioner is the doctor who knows the family best and is therefore the ideal person to advise and support them. The parents' shock when they first hear that their baby has been born with a malformation necessitating immediate major surgery is very great indeed, and they need reassurance and support. They will have to give permission for operation and will want to. know the chances of success. In general it can be said that if the infant is of normal birthweight, if there is no other severe malformation, and if the diagnosis has been made promptly and complications such as pneumonia, dehydration, etc. have not yet developed, the prognosis is good; thus about 90% or more of these infants survive today in the major neonatal surgical centres. Low birthweight, associated malformations, and a poor general condition naturally worsen the prognosis.
The second question the parents will ask is whether the child will be completely normal if he survives operation. In the vast majority of the cases mentioned above this is the case. The exceptions are, firstly, intestinal obstruction due to meconium ileus, a severe form of mucoviscidosis, where the surviving infants invariably suffer from fibrocystic disease of the lungs and, secondly, mongolism (which affects about a quarter of the children born with duodenal atresia), as these children will be mentally backward.
A further question which will be asked is the cause of the malformation. With few exceptions (meconium ileus; mongolism with duodenal atresia) the family history is usually negative and it is extremely rare for more than one malformation to occur in one family. Most of the malformations described above can develop only during the first eight weeks of pregnancy. Diseases of the mother during this period (especially virus infections), the taking of drugs, etc., should therefore be inquired about, but it is very rare for positive information to be forthcoming. Jejunal and ileal atresia and stenosis may develop later on during intrauterine life, but here too a history of maternal illness is very rarely forthcoming. Hydramnios is common in mothers giving birth to infants with oesophageal atresia or high intestinal atresia. It is not, however, the cause, but the effect of the malformation, which prevents the fetus from swallowing the amniotic fluid and absorbing it from his intestine.
The parents also worry about whether these children will need much extra care and attention after discharge from hospital. Several of them will need a certain amount of extra care, especially with feeds. They may be infants of low birth weight and may in any case not gain weight as quickly as a normal child; but by and large the extra care needed is minimal and with the help of their general practitioner most of these infants can be brought up more or less normally to develop into perfectly normal children and adults. There are exceptions. Some of them have already been mentioned (meconium ileus, mongolism) and in others, such as ectopia vesicae, the chances of operation producing normal control of micturition is small, and most of these children will need some type of urinary diversion later on. 
